Adolescents often lack basic reproductive health information, knowledge, and access to affordable confidential health services for reproductive health. This cross-sectional descriptive study aimed to examine the care seeking determinants of adolescents accessing the adolescent friendly services at the Action Health Incorporated Adolescent Clinic in Lagos, Nigeria. A structured interviewer administered questionnaire was used to elicit information about demographics; past medical history; family history; reproductive/sexual history. The study was explained to the adolescents and their consent was obtained before interviewing them. Data analysis was done using SPSS Version 15. A multiple logistic regression was used to model the relationship between client facility-use status and selected individual characteristics. Odd ratio and confidence interval were computed, and a level of significance of 0.05 was chosen. The mean age of the adolescent was 16.3 ± 2.8 years. A high proportion (77.5%) of them reported not to be sexually active. The logistic regression model identified preferred/adopted contraceptive during last visit (OR = 0.60, 95% CI = 0.35 to 1.00), sexual status (OR = 0.40, 95% C.I= 0.27 to 0.60) and religion OR = 2.04, 95% C.I = 1.43 to 2.92) as determinants of adolescents' booking for a re-visit to the clinic. The determinants of adolescents' booking for re-visit to Action Health Incorporated clinic were preferred/adopted contraceptive during last visit, sexual status and religion. The implication of this may be that those who did not book for re-visits felt that they were not adequately benefiting from the services rendered at the clinic. More varieties of adolescent friendly services that meet the needs of all adolescents should be included at the clinic.
INTRODUCTION
Adolescents are prone to suffering from reproductive and sexual health, nutritional, mental and behavioural problems (Nath and Garg, 2008) . They account for almost about 44% of Nigeria's population and have been defined as young people between the ages of 10-19 years (WHO, 1998) . It has also been defined by the United Nations as the stage of life during which individuals reach sexual maturity; a period of transition from puberty to maturity. Nigerian adolescents like their counterparts around the globe are sexually active (Oransaye and Odiase, 1983) .
In many countries, the majority of people: married or unmarried initiate sexual activity during adolescence (Mensch et al., 1998) . However, during this stage of their life, adolescents face special challenges with regard to access to reproductive health services (Segun, 2006) . Many adolescents do not feel comfortable in discussing reproductive health with parents (PATH, 1999) .
They may also experience resistance or hostility and bad attitudes from adults when young people attempt to obtain the reproductive health information and services they need. These circumstances can be attributed to a number of social, religious, cultural, economic, and genderrelated factors, many of which are avoidable.
In addition to barriers, the decision to utilize health services is determined by the nature of the problem and the circumstances of the individual and the family. Knowing about the care seeking determinants of adolescents can help providers be more responsive to their reproductive health care needs since they have specific reproductive health needs based on their age, sex, marital status, and socioeconomic situation. They may need different types of care, depending on whether they are still in school, out of school or married. Besides, adolescents usually have lower social status and receive little or no legal protection. They may also be at greater risk of sexual violence especially females (Creel and Perry, 2003) . However, various factors that affect adolescents' accessibility to reproductive health care may include the importance they give to confidentiality; clinic environment; provider's attitudes and availability of medicines.
Services are adolescent friendly if they have policies and attributes that attract adolescents to the facility or programme, provide a comfortable and appropriate setting for serving youth, meet the needs of young people and are able to retain their youth clientele for follow-up and repeated visits (UNESCO, 1999) . Thus, this study aimed to examine the care seeking determinants of adolescents attending the adolescent friendly services at the Action Health Incorporated, Lagos, Nigeria.
MATERIALS AND METHODS Study Design and Location
This was a cross-sectional descriptive study of male and female adolescents attending Action Health Incorporated clinic in Lagos, Nigeria. Lagos is an urban city and the commercial nerve centre of Nigeria. It was also the former capital of the Federal Republic of Nigeria. Action Health Incorporated is community based adolescent friendly center established within the context of health service provision for all segments of the population, providing equitable and confidential health services as recommended by the WHO. In line with the current guidelines from the United State society for Adolescent Medicine, emphasise is placed on maintaining confidentiality, cost, youth participation, evidence based treatment, and multi-sectoral collaboration and the scope of activity covers a wide range of health issues.
Study Population and Assessment Procedure
Six thousand and eighty-one (6081) unmarried young people that attended the youth-friendly clinic between 1999 and 2002 were enrolled in the study. A structured interviewer administered questionnaire was used to elicit information about demographics; past medical history; family composition; reproductive/sexual health; family and psychological history; sexual abuse history; reason/concerns for visit; drug use history; condom/contraceptive use history. The questionnaire was designed to explain and predict factors responsible for young peoples' use of youth-friendly clinic in developing nations as well as their reproductive health behaviour. The outcome measure was based on client facility-use status (defined here as whether the adolescents booked or did not book for a re-visit). The major independent/explanatory variables are sex of respondents; ever had sex; type of sex (oral, anal, vaginal); age of respondent; age at first sexual intercourse; family structure; nature of family (whether parents are living together or not); category of respondent (in-school and outschool); religion, ethnic group; reproductive tract infection; contraceptives options preferred; ever had a HIV test; source of information and who the respondent lives with; concern of client; frequency of sex; number of sexual partners and use of contraceptive for last sexual intercourse. The study was explained to the adolescents and their consent was obtained before interviewing them.
Data Management
Data analysis was done using SPSS Version 15 for Windows. Logistic regression was used to model the relationship between client facility-use status and selected individual characteristics. Categorical variables were summarized using frequencies while numeric data were described using means and standard deviations. Cross tabulation of some selected independent variables and outcome variable were done, odd ratio and confidence interval were computed. A level of significance was fixed at 0.05. Table 3 presented bi-variable relationship of client facility-use status and selected individual characteristics for never-married youths. The factors that were significantly associated with revisit to the health facility among the youths were : religion, ethnicity, who the youth live with, reasons for visiting the facility, whether youth have ever had sex, whether they were sexually active, use of contraceptive for the last intercourse and the preferred/adopted contraceptive. The logistic regression model in Table 4 identified three factors as determinants of young peoples' ability to re-visit the health care facility. The factors were the preferred/adopted contraceptive during last visit, sexual status and religion. Never-married youths who adopted abstinence as their contraceptive option during the last visit were less likely to re-visit the youth friendly clinic than those who prefer any of condom or pill (OR = 0.60, 95% C.I= 0.35 to 1.00). Also, not sexually active nevermarried youths were less likely to make a re-visit to the health facility after first consultation than sexually active youths (OR = 0.40, 95% C.I= 0.27 to 0.60). The never-married Muslim youths are about 2 times more likely to make a re-visit to the health care facility than Christian Never-married youths (OR = 2.04, 95% C.I = 1.43 to 2.92). 
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DISCUSSION
Attendance at Action Health Incorporated is voluntary and covers the age range from 10-24 years. Interest in further participation is indicated by the willingness of participants to book for a revisit. However, as observed in other studies, 66.5% of attendees are within the age range of 15-19 years and 60.9% of unmarried adolescents who failed to book for a re-visit, are of the age range of 10-14 years. This observation clearly indicates that adolescents within this age group do not fully understand their problems and consequence of their behaviour (Joshi et al., 2006) . We observed that more females visited this facility than their male counterparts. This was similarly reported by Joshi et al. (2006) in a study of Indian adolescents, where 35% voluntary clinic attendance was observed among males compared to 43% of females.
This present study also observed a close relationship between health seeking behaviour and peer influence. Over sixty-five percent of adolescents who visited the facility got their information from friends, with parents contributing less than 1.3%. This pattern is similar to some studies relating to adolescent sexuality (Miriam et al., 1999; Kemp, 2000) . This reflects the fact that either most parents are yet to recognise the importance of discussing critical health and sex education with their children or most adolescents still have more confidence in their peers. This trend has also been documented in developed countries (Barker et al., 2005) .
This present study indicated that majority of attendees (78%) presented with general health problems; this might explain the reason for the high percentage of non-booking recorded in this study. Most general health issues could have been solved at a single visit, or the individuals concern might opt for a more specialised or preferred treatment alternatives having weighed their options at the first visit. The data generated shows that sexual health issues including reproductive tract infections, menstrual disorders and pregnancy options accounted for 9.7%; 6.6%; 2.5% and 0.9% of overall attendance respectively. This finding is contrary to report by Joshi et al. (2006) , who stated that menstrual disorders alone accounted for 30% of clinic visit in a study in India. However, the study indicated that the lowest attrition (un-booking) occurred in adolescents presenting with pregnancy options, menstrual disorders and reproductive tract infections (20%;27% and 38.4% respectively), thereby indicating that reproductive issues and perceived threat to reproduction are taken seriously among Nigerians who would be willing to explore every available alternatives to seeking help.
We found that only a quarter of the never married adolescents reported to have ever had sexual intercourse and a high proportion of them reported not sexually active during this investigation. This was contrary to the finding of a previous study which reported that in many countries, the most people: married or unmarried initiate sexual activity during adolescence (Mensch et al., 1998) . In a study of 410 adolescent girls in a rural community in Rivers state, Nigeria, 62% of them had initiated sexual intercourse (Kemp, 2000; FMOH, 2003) and about 14% of the girls initiated sexual intercourse by age 10-14 years (FMOH, 2003) . A similar study in Rivers state reported that 78.8% of the 768 adolescents aged 14-21 years had been sexually exposed and the mean age at sexual initiation was 15.04 years with 2% of them having initiated sex at the age of 12 (Okpani and Okpani, 2000) . In Calabar, Cross River State of Nigeria, the mean age at sexual initiation was 13.7 years (Etuk et al., 2004) . In Delta State, a UNFPA sponsored baseline survey which included 1013 adolescents showed that 34.4% of adolescents aged between 15 -19 years have had sex (Patrick, 2007) , while another study of 516 secondary school students also in Delta state showed that 69% of them have been sexually initiated (Oboro and Tabowei, 2003) .
The low proportion of adolescents that had initiated sex at the time of this study (25.5%) might be due to under-reporting by the adolescents. It could also be they were not contented to discussing reproductive health issues as reported by PATH (1999) . It has been found that adolescents might also experience resistance or hostility and bad attitudes from adults when they attempt to obtain the reproductive health information and services. These circumstances can be attributed to a number of social, religious, cultural, economic, and gender-related factors (Potts et al., 2001 ). It may not be misleading to state that these factors are present in Nigeria where this study was conducted. However the mean age of initiating sex (15 years) is comparable with findings of Okpani and Okpani (2000) .
A high percentage of those that were sexually active engaged in sexual intercourse at least once a week. This was consistent with a study that revealed that Nigerian adolescents, like their counterparts around the globe are sexually active (Oransaye and Odiase, 1983) . It was observed that the factors that were significantly associated with re-visit to the health facility among the youths were religion, ethnicity, who the adolescent live with, reasons for visiting the facility, whether adolescent have ever had sex, whether they were sexually active, use of contraceptive for the last intercourse and the preferred/adopted contraceptive option. However, after logistic regression modelling of the factors, only three of them were found to act as the determinants of adolescents' ability to re-visit the health care facility.
The three factors were the preferred/adopted contraceptive during last visit, sexual status and religion.
Muslim adolescents were about twice more likely to book for a re-visit than Christian adolescents, and could be thrice as high. Also, non-sexually active adolescents were less likely to book for a re-visit to the clinic after first consultation than sexually active ones. These findings were consistent with those of Creel and Perry (2003) which revealed that circumstances attributed to a number of social, religious, cultural, economic, and gender-related factors affect utilization of adolescent friendly clinic.
